COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM
Health Information Form/Comprehensive Fhysical Examination Report/Certification of Immunization

State law (Ref. Code of Virginia § 22.1-270) requires that your chil
kindergartzn or elementary school. The parent or
form. This form must be completed no longer than onz year before your child’s entry into schoal.

Part - HEALTH INFORMATION FORM

d is immunized and receives a comprehensive pl
guardian completes this page (Part I} of the form. The

hysical examination before entering public
Medical Provider complates Part 1 and Part 1T of the

Name of School:

St._Paul's Episcopal Preschaq]

Current Grada;
Student’s Name:
Last First Middle
Student’s Date of Birth: / / = Statz or Country of Birth: Main Language Spoken:
Student’s Address: Ciy: Stage: Zip: _
Name of Parent or Lega! Guardian 1; Phons; - - Work or Cell, - -
Name of Parent or Legal Guardian 2: Phone: - - Work or Cell; - :
Emergancy Contact; Phona: - - Wark or Cell: 5 z
Condition Yes Comments Condition Yes Comments
Allergies (food, insects, drugs, latex) Diabetes

Allergies (seasonal)

Head injury, concussions

Asthma or breathing problems

Hearing problems or deafmess

Attention-Deficit/Hyperactivity Disorder

Hzart problems

Behavioral problems

Lead poisoning

Developmental problems

Musclz problems

Bladder problem Seizures

Bleeding problem Sickle Cell Disease (not trait)
Bowel problem Spaech problams

Cerebral Palsy Spinal injury

Cystic fibrosis Surgery

Dental problems

Vision problems -

Describe any other important hzalth-related information about your child {for example; f2eding tuba, hospitalizations, oxyg

ete.);

20 support, hearing aid, dental appliance,

List all prescription, over-the-counter, and herbal madications your child takes regularly;

Check here if you want to discuss confidential information with the school nurse of other school authority. [ Yes

Please provide the following information:

ONo

Nams

Phone

Date of Last Appointment

Pediatrician/primary care provider

Specialist

Dentist

Case Worker (if applicablz)

Child's Health Insurance: Nons

FAMIS Plus (Medicaid)

FAMIS

Privaze/Commercial/Employer sponsored

I

school setting to discuss my child's health conc
withdraw it. You may withdraw your authorization at any
documentation of the disclosure is maintainad in your child's health or scholastic record,

Signature of Parent or Legal Guardian:

(do__) (do net__ ) authorize my child’s health care
erns and/or exchange information
time by contacting your child's school. When

provider and designated provider of health care fg the
pertaioiag to this form. This autharization will be in place undl or unless you
information is released from your child's record,

Date: { {
Signature of person complating this form: Date, / /
Signature of Interpreter: Data: / /
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COMMONWEALTH OF VIRGINIA
SCHOOL ENTRANCE HEALTH FORM

Part I1 - Certification of Immunization

Section ]

To be completed by a physician or his designee, registered nurse, or health department official.
See Section II for conditional enrollment and exemptions.

A copy of the immunization record signed or stamped by a physician or designes, registered nurse, or health department
official indicating the dates of administration including month, day, and year of the required vaccines shall be acceptable
in lieu of recording these dates on this form as long as the record is attached to this form. '
Only vaccines marked with an asterisk are currently required for school entry. Form must be signed and dated by the
Medical Provider or Health Department Official in the appropriate box.

Studant's Name:

Last

Datz of Birth: |

Firs! Middle Mo. Day r.
INMMUNIZATION RECORD COMPLETE DATES (month, day, yesr) OF VACCINE DOSES GIVEN
*Diphtheria, Tetanus, Pertussis (DTP, DTaP) 1 2 3 4 3
*Diphtheria, Tetanus (DT) or Td (given after 7 |1 2 3 4 5
years of age)
*+Tdap booster (6° grade entry) 1
*Poliomyelitis (IPV, OPV) 1
*Haemophilus influenzas Ty"pe b 1
(Hib conjugatz)
*only for children <60 months of ag
*Pneumococcal (PCV conjugate) 1
*only for children <60 menths of age
Measles, Mumps, Rubella (MMR. vaccine) 1
*Measles (Rubeola) 1 2 Serological Confirmation of Measles meﬁmty:
*Rubella 1 Serological Confirmation of Rubella Immuniry;
*Mumps 1 2 e
*Hepatitis B Vaccine (HBV) 1 2 3
Q  Marck adult formulation used :
“Varcella Vaccine 1 2 Date of Varicella Disease OR Szrological Confimmation of Varicalla
Immunity:
Hepatitis A Vaccin2 1 2
Meningococcal Vaceing 1
Human Papillomavirus Vaccine 1 2
Other 1 2 3 4 3
Other 1 2 3 4 2

1 certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINDAUM requirements for anending school, child
care or preschool prescribed by the State Board of Health's Regulacions for the Immunization of School Children (Refsrzncs Section OI) ) '

Signature of Medical Provider or Health Department Offictal:

Date (Mo., Day, ¥r.):__/
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Studant’s Name Date of Birth; L1 1

Section IT
Conditional Enrollment and Exemptions

Complete the medical exemption or conditional enrollment section as appropriate to include signature and date,

MEDICAL EXEMPTION: As specified in the Code of Firginia § 22.1-2712.C (i), T certify that administration of the vaceine(s) designated below would be
detrimental to this student’s health, The vaccine(s) is (are) specifically contraindicated because (pleass specify);

DTP/DTaP/Tdap:[__ ], DTTd:[__]); OPVAPV:[__]. Hib: y Pneum:[___]; Measles: s Rubella:[__J; Mumps:[___); HBV:[___J; Varicella:
This contraindication is permanent: [__1, ortemporary [___] and expected to preclude immunizations until: Date (Mo., Day, 1r): :

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yey | | |

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from Feceiving immunizations required for school attendance if the student or the
student's parent/suardian submits an affidavit to the school’s admitting official stating that the administration of immunizing agents conflicts with the student’s religious
tenats or practices. Any student entering school must submi this affidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1), which may be obtainad at
any local health department, school division superintzndent’s office or local department of social services. Ref. Code of Firginia §22.1-271.2,C(0).

CONDITIONAL ENROLLMENT: As specified in the Codz of Virginia §22.1-271.2, B, Teertify that this child has racaived at least onz dosz of each of the vaccines
raquired by the State Board of Haalth for attending school and that this child has a plan for the completion of his/her requirements within the next 90 calendar days. Next
immunization due on ;

Signature of Medical Provider or Health Departmert O fficial: Date (Mo, Day, ¥r.): I

Section IIT
Requirements

For Minimum Immunization Requirements for Entry into School and
Day Care, consult the Division of Immunization web site at

http://www.th.virginia.gov/epidemiolo gy/immunization

Children shall be immunized in accordance with the Immunization Schedule developed and published by
the Centers for Disease Control (CDC), Advisory Committee on Immunization Practices (ACIP), the
American Academy of Pediatrics (AAP), and the American Academy of Family Physicians (AAFP)

otherwise known as ACIP recommendations (Ref. Code of Virginia § 32, 1-46(a))
(Requirements are subject to change.)

b

Certification of Immunization 03/2014
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Part 11 -- COMPREHENSIVE PHYSICAL ENAMINATION REPORT

A qualified licensed physician, nurse practitioner, or physiciap asststant must complete Part 11 The exam must be done na longer than one yaar before entry
into kindergartzn or elementary schoo! (Ref. Code o f Virginia § 22.1-270). Instructions for completing this form can be found at m\w,Vah:ghh,m;@choguwa];h ’

Erdents Nime: Date of Birth: ! / ex. OM OF
Physical Examination

Date of Assessment: / / L
P I=Withinnormal 2= Abnormal finding 3 = Refarred for evaluation or treatment
Weight: Ibs, Height: f. in. .
e, o _ b2 3 2 3 I 2 3

= Body Mass [ndex (BMI): BP . .
g ’ WD HEENT 0 0 o Neuological o g g Skin 0 a o
s O Age/gander appropriate history complated L v
H . : ungs 0 0 o Abdomen o it
5 O Anticipatory guidance providad - 0 o Gail g o o
< Heart O O o Extremities O o o Udmay g g g
§ TB Screening: o No risk for TB infection identified g No symptonis compatible with active TB disease
= 0 Risk for TB infection or symptoms identified

Test for TB Infection: TST IGRA Date: TST Reading mm  TST/IGRA Result: o Pasitive o Negative

CXR required if positive test for TB infection or TB Symptoms. CXR Date: © Normal o Abnormal

EPSDT Screens Required for Flead Start—include specific results and date:

Blood Lead: Hct/Heb

Assessed for: Assessment Method: Fithin normal Concern idzntified: Referred for Evaluamon ]
3 Emotional/Social )
5 =| Problem Solvin
£ § -
& 5| Language/Communication
s -
3 Fine Motor Skills
o -

Gross Motor Skills — 1

O Screenad at 20dB: Indicate Pass (P) or Refer (R) in each bax.

s _ 1000 2000 4000 0 Referred to Audiologis/ENT 0 Unable to test ~needs rescreen
B=aT]

5 g S @ Permanent Hearing Loss Previously identified: _ Left _ Right
[l o]

= @ Hearing aid or other assistive davice

0 Screened by OAE (Otoacoustic Emissions): O Pass 0O Refer

O With Corrective Lenses (check if yes)

Stereopsis O Pass Q Fail O Not testad ) ;
= = : == lem Identifizd; Refarrs 2at
S 8| | Distance Both R L TEC 3 E Prablem Idzntified; Referrsd for treatment
& i = ¥ 2 i
=25 20/ 20/ 20/ S £ | Q NoProblem: Raferrad for prevention
e BB oy Niteendt aapesa

o Referral: o caivi 2
Q Pass 1 Raferrad to eye doctor Q Unable to test — needs rescraeg Iracy restiving dental ca

Summary of Findings (chack one):

= _ | O Wellchild; no conditions identified of concern to school program activities
5 £ | o Conditions identified that are important to schoaling or physical activity (complatz sactions below and/or explain hers):
> 8
& B h
S = | __ Allergy O food: O insact: O madicina: O othar:
& H Type of allergic reaction: O anaphylaxis O local reaction Response required: O none o epinzphrine auto-injector O other-
E ;5- ___Individualized Health Care Plan needed (2.g., asthma, diabetzs, seizurs disorder, severe allergy, etc)
£ S| __ Restricted Activity Specify:
; - ___ Developmeatal Evaluation 0O Has [EP 0 Further evaluation neadad for
= =
T 3 —_ Medication. Child takes medicine for specific health condition(s). 8 Medication must be given and/or available at school
£ o '
£ 2| __ Special Diet Specify:
sk . .
E O | — Special Needs Specify:
B Other Comments:
Health Care Professional's Certification (Write legibly or stamp) o By checking this box, 1 cenify with an electronic signature that all of
the information entered above is aceurate (enter name and date on signature and date lines below),
Name; Signature: Data: ¢/ /
Practice/Clinic Name Address
Phone - - Fax: - - Email:
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